developed to incorporate this concept. These include generic questionnaires, such as the sickness impact profile and the McMaster health index questionnaire (MHIQ),3 4 and disease-specific questionnaires, such as the arthritis impact measurement scales (AIMS) for rheumatic diseases.5 Despite the fact that there is no consensus on the value of these questionnaires in clinical settings they are used in evaluating clinical trials.6`9 They have not been used to monitor rheumatoid arthritis (RA) in clinical practice. Kazis et al evaluated the AIMS for clinical practice, but did so in a research setting.'0 They argue that to meet the demands of clinical practice, quality of life questionnaires should be cost effective, require only limited time for administration, provide easily interpretable scores, and provide information unavailable through conventional testing.
Only a few studies have investigated the relations between quality of life questionnaires and traditional measurements."-"' These have suggested that the former do supply additional information.
The purpose of our study was to compare the informative value of a Dutch quality of life questionnaire, the IRGL (influence of rheumatoid arthritis on health and lifestyle), '4 with that of the modified health assessment questionnaire (MHAQ) '5 and several traditional measurements. The IRGL is derived from the AIMS but with modifications in the psychosocial scales.'4 The IRGL has been validated for Dutch patients with RA. Special attention was given to that information provided by the IRGL but not by the MHAQ, clinical parameters, or laboratory parameters. Such information must be clearly specified and interpreted if it is to be incorporated in a health model or in clinical practice.
Patients and methods

PATIENTS
In 1990 the records of 397 outpatients fulfilling the clinical diagnosis for RA were selected from a diagnosis registration system and these patients were invited for a cross sectional study.
METHODS
The age and sex of the patients were registered. The following clinical data were collected and recorded for all patients: Steinbrocker *p<0.01; **p<0.001. had joint erosions, and 12 (4%) had rheumatoid nodules. The mean disease duration at the time of the study was 8 8 years.
Five traditional variables, morning stiffness, Ritchie score, Thompson score, walking time, and CRP, and three IRGL scales, depression, number of neighbours, and number of friends, had a skewness to the right greater than 1 0. In their natural logarithms these were reduced to within the accepted margin.
In general, IRGL scales showed strong mutual correlations ( Table 3 shows the correlations of the traditional laboratory and clinical variables with the dimensions of the IRGL. All the traditional variables correlated significantly with the physical dimension of the IRGL. Steinbrocker class, grip strength, and walking time correlated strongly with IRGL mobility and self care, while joint pain, Ritchie score, Thompson score, and morning stiffness had strong correlations with IRGL pain scale. Cheerfulness appeared to be an independent scale and was not associated with any of the traditional variables except morning stiffness, with which it had a weak negative correlation.
The numbers of neighbours and friends did not correlate with any of the clinical or laboratory variables. Mutual visits, walking time, and potential support were weakly associated with the Ritchie score and the Thompson score. The disease impact scale correlated strongly with all traditional variables except the laboratory variables.
Factor analysis yielded five factors with eigenvalues greater than one (table 4). The first factor explained 30/9% of the observed variance; the five factors together, 65%. Varimax rotation was performed to facilitate the interpretation of the results (table 5) . The clinical variables together with the physical scales of the IRGL loaded on the first and second factors, which determined almost 44% of the total variance. The first factor, functionality, was created by the Steinbrocker functional class, grip strength, 9 m (30 feet) walking time, the MHAQ score, and the IRGL mobility, and self care scales. The Ritchie score, the Thompson score, the IRGL pain scale, and morning stiffness formed the second factor, -pain. The third and fourth factors, depressive mood and social support, were defined by psychological and social scales from the IRGL. The fifth factor was determined by the laboratory variables ESR and CRP. Discussion Physical variables are the ones most commonly used for the diagnosis, classification, and monitoring of disease, in the assessment of outcome, and in research. Until recently, the psychosocial impact of chronic diseases, and rheumatic diseases in particular, was underestimated.
During the past decade attention has been drawn to the potential use of health status assessment for rheumatoid arthritis. The associated methods have gradually gained acceptance, particularly for evaluating clinical trials. Kazis investigated the use of one total health status questionnaire, the AIMS, in clinical practice, with negative results.'0
For the study presented here we incorporated an existing quality of life instrument into the clinical assessment of outpatients with RA. We conducted a cross sectional study of the correlations among variables taken from clinical and laboratory data, the MHAQ, and the IRGL, to gain more insight into how and whether the information supplied by these sources overlaps and what information is provided by the IRGL that is not available from other sources. We investigated the correlations among the variables derived from clinical and laboratory tests, the MHAQ, and a quality of life questionnaire in a cross sectional study to gain more insight into the overlap of the information that they provide. The components relevant for a health model were determined by a factor analysis of these variables. In general, the scales from the physical dimension of the IRGL have strong correlations with the clinical and laboratory variables. All of these correlations achieved a significance of p<0001, with the exception of the relation between the CRP and self care, which was less strong (p<0-01). Most of the psychological and social scales showed only weak correlations with the clinical and laboratory variables. An exception is the depression scale, which reached several significant correlations, up to the level of p<0-001, with the traditional variables. The correlations between the IRGL scales and the clinical and laboratory variables that were found in our study are generally higher than those found by Bijlsma et al. 2 This is probably due to the greater number of patients and the application of a correction for variables with a skew distribution in this study.
Bijlsma et al suggested that the traditional clinical variables are measures of active disease and chronic changes, whereas laboratory variables are measures of the disease process rather than outcome. Our results after factor analysis are consistent with this hypothesis. The three factors determined by the physical variables reflect the same aspects: chronic changes by the factor on which Steinbrocker functional class, grip strength, walking time, MHAQ score, and the IRGL mobility and self care scales were loaded; active disease by the factor on which Ritchie score, Thompson score, morning stiffness, and the IRGL pain scale were loaded and both by a laboratory factor on which the CRP and the ESR were loaded. Pincus too found less strong correlations of the MHAQ score with laboratory data and stronger correlations of the MHAQ score with functionality and joint count measures. 1 " The MHAQ score loaded on the first factor, chronic changes, only. This confirms other studies in which the MHAQ was found to have a functional dimension only." 21 The two remaining factors, depressive mood and social support, were composed of IRGL variables only. Consequently, the psychological and social dimensions of quality of life are independent of the physical dimension and traditional variables and do, therefore, supply additional information not available from the more traditional variables.
Our factor analysis provides a five component health model. The components may be labelled: functionality, pain, depression, social interaction, and laboratory. The first four appear to make an independent contribution to health status. The laboratory factor is exceptional in that it is generally judged to be a measure of process rather than outcome and is, as such, of no direct relevance to current health status.' Mason 
